post-menopause) and 5-year survival were known for each patient. Two groups (low and high malignancy) were disclosed, and the difference of survival rate between the 2 was highly significant (P < 0.001).
WHILST PROGNOSIS in squamous cervical carcinoma (CCU) is often correlated with cell type (Wentz & Reagan, 1959; Wentz, 1 961; Wentz & Lewis, 1965) this does not appear to apply in surgical patients (Swan & Roddick, 1973) .
In irradiated patients, real differences in survival rate that depend on the cell type may be observed. Large-cell nonkeratinizing carcinoma of the cervix treated with radiotherapy appears to be associated with greater survival than keratinizing carcinoma and small-cell carcinoma (Wentz & Lewis, 1965; Finck & Denk, 1970; Swan & Roddick, 1973; Ng & Atkin, 1973) . This difference in survival is not seen when the same classification is applied to surgical patients, since other factors probably also influence the prognosis (Sidhu et al., 1970) .
Our study concerns some histological patterns which might have a more precise prognostic significance if evaluated together, since we think that prognosis in CCU depends on many factors the evaluation of which will give good correlation with survival. (Figs 1, 2 ) and large-cell carcinoma was scored as 2 (Fig. 3 ) whilst small-cell carcinoma was rated as 3 (Fig. 4) Peni-and intra-turnoral lymphocytic infiltration.-was scored 1 when markedly present, 3 when absent. Intermediate situations were rated as 2.
Depth of invasion.-into the cervical stroma was scored 1 if it measured less than 5 mm vertically (microinvasion), and 3 if it exceeded 5 mm.
Mode of spread-.was scored 1 if the tumour extended into the cervical stroma on a broad front ("en bloc") and 2 if the carcinoma cells ;. , 1 1 I . :
extended in nests and strands, or in single cells ("tentacular").
Necrosis. was scored 1 when focal areas were present in the stroma or an isolated comedo pattern was observed; if no necrosis wNas observed, the score was 2.
On the basis of this scoring, malignant tumour scores range from a minimum of 6 to a maximum of 16 (Table I) . Since keratinizing carcinoma has a somewhat better prognosis, it was scored 1. Whilst small-cell carcinoma had a higher survival rate than large-cell carcinoma, it was scored 3 because there were 9 cases of microinvasive carcinoma in the group, that modified the overall group survival (Table III) .
Vascular invasion has a significant influence on the prognosis (P < 0001; Table  IV ) and this explains a score of 1 and 3 to its absence and presence, respectively. The same holds true for depth of invasion, since survival is much better when the depth is less than 5 mm (Table  V) .
It was observed that mode of spread and necrosis have no real prognostic significance and thus were scored 1 or 2 (Tables VI and VII) . On the other hand a statistically significant difference (P < 0 01 ) between markedly present and absent peri-and intra-tumoral lymphocytic infiltrate was observed, as well as between moderate and absent (P < 0 05; Table  VIII ). 7858 38*9 P < 0-01 between marked and absent (on basis of x2 tests). P < 0.05 between moderate and absent.
The total score distribution of the cases is reported in Fig. 6 . The scores in most cases range from 9 to 12. It may also be noticed that survivors and non-sur- vivors have an opposite distribution, the boundary line falling between scores 12 and 13. We thus considered a score between 6 and 12 as indicating low malignancy, and a score between 13 and 16 as indicating high malignancy.
The 5-year survival rate decreases in the high-grade group, and between the 2 malignancy grades there is a statistically sigonificant difference (P < 0 001; Table  IX) ; this difference is especially significant in Stages I and II, while it is not so in Stages III and IV (Table X) . P<0-001.
DISCUSSION
In our retrospective analysis, it was found that some histological patterns correlated well with survival. Vascular invasion has prognostic significance since it indicates a tendency to metastases (Friedell & Parsons, 1962; Friedell et al., 1967; Gusberg & Herman, 1968; Sidhu et al., 1970; Gusberg et al., 1971; van Nagell et al., 1977 van Nagell et al., , 1978 and the prognosis of patients with this pattern is less favourable than that of patients without vascular invasion (Table IV) .
Classification of cell type in surgical cases gives no useful information (Table  II) . Survival rates in irradiated patients depend on cell type, and are probably due to the different radiosensitivity of the tumoral cells (Finck & Denk, 1970; Gunderson et al., 1974) . In surgical patients, however; other parameters influence the prognosis. It was found that the depth of invasion was a significant indicator, and carcinomas < 5 mm have a better survival than those > 5 mm (Table V; Sidhu et al., 1970) . The cure rate in microinvasive carcinoma is quite good, and only 1 of our 15 cases did not survive beyond 5 years.
Lymphocytic infiltration is also a meaningful pattern (Table VI) . The immune response to tumour antigens represents an attempted defence against tumoral spread, so a good response indicates a blocking action against the tumour (Reagan et al., 1969; Ng & Atkin, 1973; van Nagell et al., 1977 van Nagell et al., , 1978 . This is further shown by the poor prognosis in our cases without lymphocytic-plasmacellular stromal infiltrate.
Recognition of the mode of spread is very important because tentacular spread usually requires a more aggressive therapy for complete extirpation of the tumour. Nevertheless, in our series, mode of spread and necrosis are not prognostically significant. However, since other workers (Mitani et al., 1962; Reagan et al., 1969;  Ng & Atkin, 1973; Fisher et al., 1978) . report useful indications from these patterns, further studies into these aspects may clarify their prognostic significance.
As illustrated in Table IX , our cases can be divided into 2 groups: one with low- 
